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with balloon anchoring. The retrograde wire was successfully passed
into the antegrade Guidezilla within the occluded segment, followed
by advancement of the retrograde microcatheter (movie04). The
retrograde wire was exchanged to a long wire in order to make an
externalization. After externalization of the retrograde wire, pre-
dilation and IVUS examination was performed. Finally, 3 Promus
Premier stents: 2.5/38mm,3.0/38 mm and 3.5/24 mm were implanted
at the RCA. The procedure was successfully ﬁnished (movie 05).Case Summary. The retrograde approach is now a standard strategy for
CTO PCI procedure. In retrograde approach, it is sometimes difﬁcult to
introduce the retrograde wire into the antegrade guiding catheter
after advancement within the occlusion segment. Using a guide-
extension device makes this step easier, because the distance between
the retrograde wire and the antegrade guiding is shorter.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. TK
Relevant clinical history and physical exam. A 64 y.o. man was admitted
to our institute to undergo coronary intervention due to severe three
vessel disease which was unable to perform CABG treatment. The
proximal LCX-CTO with heavy calciﬁcation was planned ﬁrstly. He
had a past history of cerebral infarction. He had several coronary risk
factors of hypertention and dyslipidemia.
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follows;
RCA had CTO from mid to distal site with heavy calciﬁcation.
LCX had a long CTO with heavy calciﬁcation.
LAD had tandem and severe stenosis with heavy calciﬁcation.
The ﬁrst diagonal branch had a CTO, too.
Epicardial collateral ﬂow to distal LCX was found from Ramus
artery.
Collateral to distal RCA was found in distal AC branch of LCX via AV
groove.
The proximal LCX-CTO lesion had four points of the J-CTO score.[INTERVENTIONAL MANAGEMENT]
Procedural step. PCI to the proximal LCX-CTO was started by ante-
grade approach via right common femoral artery with 7Fr EBU GC. The
CTO entry was so hard plaque that couldn’t penetrate despite of wire
escalation. With great difﬁculty, the Conﬁanza pro. managed to
penetrate the CTO entry. However, the wire tip of was deviated from
the center of the vessel @ the proximal portion. Continuously, the 1st
parallel wire technique using the Crusade double lumen micro-
catheter was started after low proﬁle ballooning. The conﬁanza pro.-
that was remained in the same space was reloaded into the RX lumen
of the Crusade, and the Gaia 3rd was manipulated via the OTW lumen.
Accordingly, the second wire (Gaia 3rd) was successful in re-routing
into the center of the CTO @ the deviated point with the Conﬁenza
pro. However, the Gaia 3rd was not able to progress any further @the
middle part of the CTO segment due to very hard plaque.
As a next step, the 2nd parallel wire technique using the Conﬁanza
pro.12 was attempted in the same way. Unfortunately, this wire was
also deviated the center of @ the distal segment. Continuously, the
3rd parallel wire technique using the Gaia 2nd into tthe RX lumen of
the Crusade was re-started.
Accordingly, the Gaia 2nd was able to re-routing into the true lumen
of the CTO segment, and ﬁnally successful in passing through all CTO
segment.
After performing screwing technique by the Tornus Pro. Catheter for
passing devices, two EESs were implanted into all CTO segment.
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in interventional revascularization using the “contemporary” parallel
wire technique taking full advantage of speciﬁcation of each wire tip
of the “Gaia familes” and the “Conﬁanza pro. Families and supporting
of strong backup by the Crusade microcatheter requiring repeated
wire re-loading technique into two guidewire lumens of OTW/RX.TCTAP C-104
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. Mr. C
Relevant clinical history and physical exam. This 63 year old man was a
heavy smoker. He had diabetes mellitus under insulin control, hy-
pertension and liver cirrhosis, type A. Due to frequent chest tightness
attack, he came to our OPD, where heavy calciﬁcation was noted on
chest CT (for health exam) accidentally. Further thallium scan was
arranged and revealed ischemia change at apex, anterior wall. Then
he was admitted for diagnostic CAG.
Relevant test results prior to catheterization. Persantin thallium scan
revealed apex, anterior wall ischemia.
